
A SUCCESSFUL CASE

OF

ABDOMINAL SECTION FOR
INTUSSUSCEPTION;

WITH REMARKS ON THIS AND OTHER METHODS OF TREATMENT.

BY

JONATHAN IIUTCHINSON, F.R.C.S.,
SENIOR SURGEON TO THE LONDON HOSPITAL; SURGEON TO MOORFIELDS

OPHTHALMIC HOSPITAL AND TO THE HOSPITAL FOR
SKIN DISEASES.

Received October 21St-Read November 11th, 1873.

THE case of intussusception which I am about to describe
came under my care at the London Hospital in 1871.
The patient was a somewhat delicate female child aged

two years. She had previously been seen by my colleague
Mr. Waren Tay, who had diagnosed her disease, and by
whom she was transferred to my care in order that she
might be admitted as an in-patient.
From her anus there protruded a portion of bowel about

two inches long, deeply congested and much swollen. By
the side of this the finger could be passed, its full length, into
the rectum without reaching the point at which the intus-
susception began. On carefully examining the extremity of
the protruded part, I noticed that it did not present merely
a rounded opening as usual in such cases. I was able
easily to identify the pouch and valve of the ceecum, with the
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opening into the ileum. Of these parts it was of course the
mucous membrane which was visible, and the appendix cweci
was wholly concealed between the folds of the intussus-
ception. This discovery rendered it evident that we had to
deal with an involution of bowel of very unusual length,
which commencing at the cacum had allowed the ileum to
pass through the entire length of the colon, and actually to
become extruded at the anus.
On examinationi of the child's abdomeni externally the tract

of bowel involved could be felt like a long firm sausage
passing down the left side.
The mother of the child gave us the history that the latter

had begun to suffer from pains in the abdomen, rather sud-
denly, about a mouth previously. Her first attack of pain
was one Sunday afternoon, and was such as to cause scream-
ing. It was quickly followed by a motion which contained
blood, and by frequent vomiting. A fortnight after this, the
child having been ailing the whole time, a protrusion of bowel
was noticed at the anus. This was reduced by the surgeon
then in attendance, and a cork pad was fitted over it. It was
found impossible, however, to prevent the prolapse from
recurring, and the child continued to be sick and to pass
blood-stained mucus. 0

Three days before admission the prolapse increased to such
a size that the parents were unable to reduce it, and were
obliged on three occasions to call in surgical aid for that
purpose. There had been no real obstruction of the bowels,
but only temporary constipation at times.
The child, at the time of her admission, looked very ill.

Her countenance was pale and anxious, and from her
mother's description it was evident that her strength had
been failing rapidly during the last few days. It appeared
that she was almost constantly engaged in straining to get
rid of the bowel which filled the rectum.
Our first measure of treatment consisted in putting the

child under chloroform, and then, whilst she was held up by
the feet, distending the rectum to the utmost with warm
water.

3.2
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By this means the involuted part could be forced up into
the abdomen so as to be quite out of reach of the finger,
and once or twice I tried to hope- that reduction had been
effected. On each occasion, however, when the lower bowel
was allowed to empty itself, the intussuscepted part became
prolapsed as before, and showed clearly that we had gained
nothing.
My experience of several other somewhat similar cases,

all of which had resulted in death, after patient and repeated
attempts by the injection plan, did not encourage me to
expect success in this.

It was very evident, from the child's condition, that unless
relief were afforded she would not live long, and I therefore
felt justified in telling the parents that although an operation
would be, in itself, very dangerous, yet I thought that it
afforded the only chance.
They begged me to give the child the chance if I thought

it was one, and we accordingly determined to lose no time.
The child having been taken up into the operation theatre,

choloroform was again administered, and I then opened the
abdomen in the median line below the umbilicus, and to an
extent admitting of the -easy introduction of two or three
fingers. I now very readily drew out, at the wound, the in-
tussuscepted mass, which was about six inches long. I found
that the serous surfaces did not adhere, and that there was no
difficulty whatever in drawing the intussuscepted"part out
of that into which it had passed. Just as the reduction was
finished the appendix ceci made its appearance, confirming
the opinion which had been formed as to the precise part
of the bowel involved. The opposed serous surfaces did not
present a single flake of lymph, and they were congested in
only a moderate degree.

Having completed the reduction, I put the bowel back into
the abdomen, and closed the wound with harelip pins and
interrupted sutures.
The operation had been an extremely simple one, and had

not occupied more than two or three minutes.
The abdomen having been well supported by strapping,
VOL. LVII. 8
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cotton wool, and a flannel bandage, the child was returned to
bed.
The after-treatment consisted in the use of milk enemata

every three hours, with the occasional addition of five minins
of tincture of opium.
No vomititg occurred after the operation. No food

whatever was allowed to be taken by the mouth during the
next two days. The temperature, on the eveting of the
operation, was 100.50, but subsequently fell to 090, and with
the exception of the fifth day, on the evening of- which it
rose to 101.70, it never exceeded 1000b Chloroform. was
admiinistered on two or three oceasions to tlow of the wound
being dressed without the chil4's scteaming. The pins were
taken out on the fourth day, that isj seventy-two hours after
the operation.

I had felt much anxiety as to the healing of the abdominal
wound on account of the thinines-s of the parietes, but nothing
untoward ocdurred.
The child recovered without batving ever showed the

slightest symptom of peritonitis, and left the hospital in
excellent health about three weeks after the operation.
Nothing but fluid food (milk and beef tea) had been

allowed through the greater part of this time from a fear of
producing any return of the intussusception. The child was
fitted with an abdominal support when discharged, but the
star was sound and strong, and there was no tendency to
bullging.

The successful issue of a sinole case goes but a very little
way towards ptoof that the line of practice adopted was the
proper one. I purpose, therefbre, with the pernission of
the Society, to discuss this question in some detail, and the
first items of evidence which I will mention are the cases
whhich had preViously come under my owvn observation.
About twelve years ago I operated for harelip upon a

delicate child about ten months old. The child had been
brought from Somensetshire on purpose to have the operation
done, otherwise its feeble state of health would have caused

34



POR INTUSsUSCEPTION.

me to defer it. The lip healed well, but about the tenth
day the child began to pass blood and slime. On exami.
nation per anum I found a long intususception occupy-
ing the rectum. It never protruded at the anus. I tried
during six days a great variety of means with a view to the
replacement of the involution. Chloroform was repeatedly
given. Injections of air and of water were made over and
over again, and in various positions of the body, and attempts
were also made with a long tube to push the bowel into
place. Several times I thought I had succeeded, and on one
occasion the passage of a considerable quantity of Eieces made
me feel confident that reduction had been effected. About
six hours after this occurred, however, the child, who had
been gradually failing in strength, died. No post-mortem
was permitted, and I am unable to state whether the
reduction was complete. My colleague, Mr. John Adams,
had, on one occasion, seen the patient in consultation with
me, and had assisted in attempts at reduction.
A few years later I saw another similar case in consulta-

tion with Dr. James and Dr. Bright, at Forest Hill. Our
patient was a remarkably fine healthy boy, of about three
years of age. A long intussuseeption occupied his rectum,
and came low down, although it never actually protruded.
Again we tried every plan that we could think of, but with-
out success. Enemata were used in the most forcible
manner with the child's body inverted, and they were
repeated several times a day, and often under the influence
of chloroform. Bougies of various kinds were also carefully
tried.
The child sank from exhaustion about a for-tnight after the

commencement of the symptoms.
Dr. James obtained a post-mortem which confirmed the

diagnosis as to the condition of parts.
A third case was brought under my notice by Mr. Waren

Tay three years ago. Its subject was a female child aged
about fifteen months. Blood had been noticed escaping
from the bowel on the day before Mr. Tay was consulted.
The child had great pain and was repeatedly sick. On
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examination of the bowel, Mr. Tay discovered at the
distance of two or three inches from the anus the extremity
of a long intussusception. The portion of bowel involved
could also be easily felt through the abdominal wall.
Repeated attempts were made by manipulation and by injec-
tions to effect replacement of the bowel, but without success,
and on the seventh day from the commencement of the
symptoms the child died. The autopsy showed an intussus-
ception of the transverse into the descending colon,
involving, however, only about two inches of the bowel. It
was thought probable that the greater portion had been
reduced. The small intestines were much distended, and
were somewhat congested on their peritoneal surface, but
were quite free from lymph. There were no adhesions
whatever of the opposed peritoneal surfaces of the intussus-
cepted part, and it could have been reduced by traction with
the greatest ease.
The particulars of a fourth case, which occurred in a

young adult man, have been recorded by me in vol. vii, p.
193, of the 'Pathological Society's Transactions.' In this
case the patient lived four months from the commencement
of his symptoms, and at the post-mortem six inches of the
ileum, the entire caecum, and first part of the ascending
colon, were found invaginated within the latter. The coats
of the bowel were much' thickened, but there were no
adhesions, and reduction by traction from within would
have been quite practicable.
My experience does not afford a single case at all to be

compared with the preceding, in which the patient survived.
I treated successfully, by means of injections under
chloroform, a case in which I had conjectured that intussus-
ception was present, but the diagnosis did not rest on any
certain data, and the stage was a very early one. The
patient was a- delicate little boy. He had been sick, and
had passed slime and blood. I thought that I could feel
through the abdominal wall a lump very much like that
caused by an intussusception, but there was nothing to be
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felt by the rectum. After a free injection under chloroform
the bowels acted and the child recovered.

In another case I had a good deal of trouble with a short
intussusception about five inches from the anus, which had
resulted from the too rapid reduction of an ordinary
prolapse of the rectum, seven or eight inches in length. In
this instance, after a considerable manipulation, I was suc-
cessful in effecting a complete reduction.-

Thus, it will be seen that at the time the case which is the
subject of this paper came under my care my own experi-
ence did not supply a single one at all parallel to it in
which the patient had been saved; whilst in three all
endeavours had resulted in disappointment. In fact, such
had been the impression which these cases had made upon
my mind, that I had quite determined to resort to operation
when next any similar one should present itself.
The case which I have brought before the Society is, so

far as I am aware, the first successful one of its kind in
English practice. The operation itself, however, is by no
means a novelty, and at least three examples of its suc-
cessful performance are on record.

I may be permnitted briefly to refer to the particulars of
these.

In one recorded by Velse, and quoted by M. Hevin, in
the ' Memoirs of the Royal Academy of Surgerv of Paris,'
1784, the patient was a woman aged 50. Intussusception
was diagnosed by Nuck, at whose suggestion the operation
was performed. The incision was made on the left side of
the abdomen, four fingers' breadth from the umbilicus. The
intestine was drawn out, and the intussusception was
liberated without difficulty, as no adhesions were encoun-
tered. The wound was closed and the patient recovered,
and lived for twenty years afterwards. In the performance
of this operation the intestines were fomented with tepid
milk, and the intussuscepted part was well oiled. It is
spoken of as having been very easy of performance.
The next case occurred in 1825, and is recorded by Dr.

Fuchsius, of Olpe, in ' Hufeland's Journal' (quoted in the
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'Edinburgh Medical and Surgical Journal,' July, 1825. Its
subject was a man aged 68, who was seen on the sixth day
of his illness. In the neighbourhood of the navel, rather on
the right side, there was evident hardening and tenderness,
which increased and somewhat changed position during
attacks of spasm. After five days of further treatment by
clysters, &c., the abdomen was opened. An incision was
made on the outer edge of the right rectus two inches above
the navel. The intussusception was soon found. There
were no adhesions, but such difficulty was encountered in
effecting reduction that the surgeon decided to open the
intestine. This was done by an incision two inches long,
admitting of the introduction of the fingers into the intus-
suscepted part. Reduction was then accomplished, about
two feet of bowel being disengaged. The wound in the
intestine was stitched up. The patient recovered. The
operator recommends, I have no doubt very judiciously, that
in future operations the incision should be made in the
linea alba, and that, if it be necessary to put stitches in the
intestine, they should be cut close off instead of being left
with a long end, to come out at the abdominal wound.
A third case of recovery occurred in the practice of an

American surgeon, Dr. Wilson, and is recorded in the
I American Journal of the Medical Sciences ' for 1836. The
patient was a negro aged 20, and the intussusception had
lasted seventeen days. There were adhesions, and great
difficulty was epcountered.

In British practice the operation appears to have been
performed only once, and then under very unfavorable cir-
cumstances. The patient was an infant only four months
old, in whose case Mr. Spencer Wells was consulted, on the
fourth day of an intussusception with acute symptoms.
The diagnosis was positive, for the involuted portion of
intestine could be reached by the finger in the rectum. It
was not till the fifth day, when the patient was almost dying,
that the parents of the child consented to the operation.
The abdomen was opened in the middle line below the
umbilicus. The intussuscepted portion was ea6ily found,
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but the constriction was so tight that it was not without
great difficulty that it was reduced. Its release was at
length accomplished, the intestines returned, and the wound
closed. The bowel above the constriction being greatly
distended with flatus some needle punctures were made for
its relief. The child died about five hours after the
operation.
As regards other fatal cases after operation, as alread-y

implied, I have not been able to find any in English
records. Several continental writers refer vaguely to such,
and some speak of them as if they had been numerolis.
I have found a case reported by Carrier, of which the
following are the particulars (as given in Virohow's
Jahresbericht'). The patient was a man aged 23. Pain
came on suddenly, and a tumour could be felt in the.
ileo-ceecal region. On the fifteenth day the abdomen was
opened, and an attempt was made to extricate an intussus.
ception which was discovered, but the attempt was uns1uc-
cessful. The small intestine higher up was therefore
opened. The patient died seven hours afterwards. The
post-mortem showed an intussusception of the ileum into
the eaocum.

Fatal cases have also been recorded by Max Hertz,
Pirogoff, and Gerson. In two of these great difficulties
were encountered in freeing the intussuseepted part, and in
Pirogoff's case it was found impracticable.

Before attempting further to discuss the propriety or
otherwise of this operation I may suitably refer to the
symptoms which characterise intussusception, and to some of
its natural terminations.

There is a class of cases, and, perhaps, not a very small
one, of which the one I have recorded is an example, in
which all obscurity as to diagnosis is removed by the dis-
covery of the intussuseepted bowel in the rectum. In all
suspected cases this examination should be made. It is quite
evident from the descriptions given of the post-mortems
in many cases that had the bowel been sought for by the
anus it could have been felt. The symptom next in value,

Of
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and, indeed, perhaps not second in real importance, is
the manipulation of the abdomen and the discovery of the
long or oval sausage-like mass which an intussusception
constitutes. This is far more easily done than is generally
thought possible, especially so with the aid of chloroform.
Unless the parietes of the abdomen be fat my impression is
that by firm pressure, the patient being under the full
influence of an anasthetic, all doubt as to the existence or
non-existence of intussusception, and as to the completeness
or incompleteness of its reduction, may usually be removed.
Amongst the other less important symptoms we must

mention pain in the abdomen, attacks of spasms, the passage
of bloody mucus or of pure blood by stool, the existence, in
some cases, of obstruction of the bowels, and in some of
almost constant desire to strain at stool. These symptoms
will vary much in degree of severity in different cases, and
it is of considerable practical importance to remark that the
cases may be roughly grouped, much as we do those of
hernia, by reference to the tightness of the constriction. We
have cases of intussusception accompanied by strangulation,
and we have others which are irreducible only. The former
tend rapidly either to the death of the patient, or his relief
by gangrene of the constricted part. Their duration is
rarely more than a few days. Those, however, in which
there is only an irreducible invagination without either stop-
page of the contents of the tube or interruption in its blood-
supply may run a prolonged course, and they have a greatly
diminished chance of spontaneous cure by gangrene. It is
in these latter that operative interference is most necessary
and has the fairest chance of success. In these the patient
may live on for weeks, and the surgeon is permitted a good
opportunity both for establishing his diagnosis .and proving
the inutility of other measures of treatment. The patient's
death when it at length arrives is brought about more by
exhaustion from long-continued pain than from any inflam-
matory process. In this class of cases I believe it would
seldom be found that the coats of the intestine had become
adherent to each other, or that there was any material
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difficulty in effecting reduction after opening the abdomen.
If the operation were resorted to in cases of acute strangula-
tion there would always be the risk that the surgeon might
find the parts in a state of gangrene, and might discover that
he had interfered only to take away the patient's last
chance.

It seems, therefore, of great importance to insist that
before attempting the operation the tightness of the strangu-
lation should be estimated.
The diagnosis between mere irreducibility and tight

strangulation will usually be easy. In the one there will be
severe sickness, constipation, and great general distress
tending to collapse, whilet in the other the bowels will
continue to act, sickness will be almost wholly absent, and
the patient may suffer comparatively little.

I cannot better illustrate this statement than by reminding
the Society that in my own case the state of things had
existed for a month, and that so slight had been the patient's
general symptoms that a surgeon had ordered a cork pad to
keep back what he supposed to be an ordinary prolapse.
The same mistake is mentioned as having occurred in

several other cases on record.
If in a case of tight strangulation with severe symptoms

the patient were seen early and quite before any indications
of collapse had appeared, my impression is that opening the
abdomen (insufflation, &c., having failed) would be safer
than to leave the case to the chance of cure by gangrene,
but if the stage were more advanced I think I should prefer
to give opium and trust to nature's method.

Before finally deciding as to the need of surgical inter-
ference in that class of cases in which, as I have just shown,
it is alike most hopeful and most necessary, we must ask
what other chances of recovery are before the patient.

Given a case of intussuscepted bowel without sickness and
without constipation, therefore, presumably without strangu-
lation, what degree of probability is there that recovery may
be obtained either by natural processes or by methods of
treatment short of operation? I have just hinted that the
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chances of gangrene are not great.' The constriction is not
tight enough to cause it, and although it must be granted
that in a few instances after the bowel has remained for
considerable periods in a state of mere incarceration, gan.
grene does eventually occur, yet it is a rare event; much
more commonly the patient sinks from exhaustion. If the
chances of recovery by gangrene be but little my impression
is that those by spontaneous return of the parts to their
natural condition, or their reduction under treatment by
insufflation, &c., are much less. At any rate the surgeon
will soon know how much be has to hope in either of these
directions. I have not found any case recorded in which
spontaneous return of a well-recognised intussusception oc-
curred, and those in which art succeeded are comparatively
few. It is, of course, the surgeon's duty to give a patient
trial to injections, to use fluids and air alternately, and to
use them with the patient's body inverted and with the
muscles set at complete rest by an anaesthetic, but if he
should not succeed quickly by these means it is not likely
that he will succeed at all.

I Nor must it be forgotten that even when gangrene occurs it does not
necessarily lead to recovery. In several cases in the table appended to this
paper death followed the expulsion of the detached portion. Dr. Hilton Fagge,
in an excellent paper in the ' Guy's Hospital Reports' for 1869, writes as
follows upon this point: " Now, as we have already seen in ileo-cecal intus-
susception ' expulsion' comparatively seldom occurs, and when it d6es occur it
frequently only postpones the fatal termination instead of entirely preventing
it. The patient dies some months afterwards from contraction of the cicatrix,
which had formed at the seat of the disease. This appears to me to afford a
weighty additional argument in favour of the attempt to explore and pull out
an ileo-cecal intussusception, when the case is directly diagnosed at an early
stage, and when inflation has failed to overcome the disease." The precise
cause of death suggested by Dr. Fagge is a very probable one, but there are
others yet more frequent. A case under the care of M. Fanchon ended fatally
three days after the expulsion, there being an abscess at the seat of disease. A-
case recorded by Dr. Baillie, in which a yard of colon had been passed, resulted
in the death of the patient three weeks afterwards. In two other cases death
occurred two and four weeks respectively after the sloughing. In another a
post-mortem showed a cavity containing faces, which intervened between the
two ends of the bowel; and in another, fever, vomiting, and diarrhCea, preceded
death.
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Nearly all the recorded instances of success were very
recent cases or cases in which the intussusception was small.
They serve but little to encourage the surgeoni when he
encounters such a case as that which I have just recorded.
In very few, indeed, was the intussusception long enough to
be felt in the rectum, and in scarcely any did success follow
after several failures. The opinion of some of our best
authorities is so definite on this point that they recommend
that all attempts at replacement should be abandoned if they
have not succeeded within a short period.
The literature of intussusception is very large, and it is

not my intention to trouble the Society with any attempts at
its statistical analysis.
My friend and colleague Mr. Waren Tay has, however,

kindly collected for me references to a great number of cases,
and from these I may be permitted to extract such facts as
may seem to bear most definitely on the subject under dis-
cussion. We have confined our attention to cases in which
the intussusception occurred in the lower bowel.

In the table appended to this report will be found the
particulars of numerous cases in which the intussuscepted
part presented into the rectum, and either was or might have
been felt by the finger. This table must not be considered
in any sense exhaustive, but it may yet furnish us with some
valuable data.
Of these cases a very few ended in recovery without gangrene.

In one of these an infant aged eighteen months, in whom
an intussusception could be felt by the finger in the rectum,
was treated early under the care of Dr. Steele by powerful
injections of warm water, and had no return of the symptoms.
In a second, a child, under the care of M. Cabaret, had pro-
lapse of bowel from the anus twelve inches in length; whilst
at the same time a sound could be passed up for some dis-
tance between the rectal mucous membrane and the in-
vaginated parts. Reduction was effected by a gum elastic
bougie, which was retained for several hours to prevent
relapse. A similar measure was successful in the hands of
Dr. Osborne, in a very similar case. It is to be noted that in
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all these three cases it would appear to have been the lower
part of the colon only which was involved, and it is obvious
that in such the chance of success is far greater than when
the caecum or the small intestine comes down.

In the first of the cases of recovery after gangrene the
patient was a boy aged 6, in whom the early symptoms had
been'those of strangulation. The bowel appeared at the anus,
and about the eighth day a portion, twenty-three inches,
came away. In the second case, again, we have symptoms
of severe strangulation, and the patient, a girl aged 11,
appeared to be at the point of death. As early as the fifth
day a portion of colon, cacum, and mesentery, measuring
nearly fourteen inches, was detached.

In the third case the patient was a man aged 40, who
voided twenty-eight inches of colon on the fourteenth day.
The fourth case is one of the most interesting on record,

from the unusual length of the period before the bowel
separated. The specimen was exhibited by Dr. Quain, before
the Pathological Society, and the case is recorded in the tenth
volume of its ' Transactions.' The patient, a boy aged 5, had
suffered for four months from obscure abdominal symptoms,
and was finally relieved by the escape of twelve inches of
bowel including the cwcum, part of the ileum and part of the
colon. He had had irregular constipation and some sick-
ness, but at times his appetite had been voracious. He had
never passed blood.

In the fatal cases the influence bf early age in accelerating
the event seems well marked, a large majority being infants
under the age of one year, who died after periods of from
one to three days' illness.

It is clear that if, in infants, operative interference is to
be of any use it must be resorted to very early. Examina-
tion of the cases in which the patient was under two years of
age shows that eleven died within two days, five lived aslong as
the sixth or seventh day, one to the twentieth, and a single
very exceptional one survived for a period of nine weeks.
This last case is published by Mr. Sidney Jones in the
'Pathological Society's Transactions.' In it the small intes-
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tine had travelled through the entire length of the colon, and
protruded at the anus until as much as six inches were visible.
The child had free action of the bowels, took the breast well,
and never vomited. In the first instance, however, severe
symptoms of obstruction had been present. Death was
finally caused by exhaustion from straining and by the slowly
progressing gangrene of the extruded portion. Mr. Jones
mentions in his account of the post-mortem a fact of very
great importance in reference to the question of operation-
that the serous surfaces of the opposed portions of bowel
were adherent along their whole extent by firm, fibrous
membrane.

In the absence of any data as to the manner in which
operations of this kind are borne by very young children we
shall probably be right in believing that they are far less
hopeful than in those somewhat older. On the other hand
it is our duty to remember that the cure by sphacelus, which
occurs with tolerable frequency in others, is scarcely ever
met with in infants, and that unless rectification is obtained
by injections, without much delay, speedy death is almost
certain to result.
Very valuable information might be furnished to the surgeon

by post-mortem examination as to the feasibility of operative
interference in these cases; unfortunately, however, but few
of those who have published cases give us specific details on
this point. During the last session of the Pathological
Society, Dr. Edwards Crisp exhibited a specimen from a
child aged eight weeks, with the statement that so tightly was
the invaginated part enclosed that it would have been
impossible to withdraw it. Mr. Sidney Jones in one case,
as just mentioned, found the peritoneal surfaces universally
and firmly adherent. In two cases of my own and in one of
Mr. Waren Tay's it was found, at the post-mortem, that
traction from within the abdomen easily reduced the invagi-
nation, and that there was no material damage to the coats
of the bowel. In a very considerable number of published
cases the details of the post-mortem warrant the belief that
an operation would not have been difficult, since no mention
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is made either of tightness of constriction, adhesions or
gahgrene.'
One fact disclosed by post-mortem records I may ask

especial attention to, anid that is the almost uniform absence
of peritonitis as a complication. This is specially noted in a
great nutuber of cases. In intussuseeption as in strangulated
hernia, and other forms of abdominal obstruction, it may,
I think, be taken as an established fact, that unless actual
perforation has occurred there will be no peritonitis.

In conclusion, that I may not further weary the Society
by the details of isolated facts, I may briefly record my con-
viction that any one who will carefully examine the evidence
for and against will come to the conclusion that operations
for the relief of intussusception are not only warrantable, but
that in a large number of cases they are urgently demanded.
The cases most hopeful are those in which the symptoms

denote incarceration rather than strangulation, and in them
the surgeon may take the knife in hand with a good prospect
that he will encounter no serious obstacle, and that he will
not find either very tight constriction, adhesions, or gan-
grene. Of the other cases, there are many in which, if the
patient be seen early, there is sufficient hope, notwithstand-
ing the severity of the symptoms, to justify the operation,
though the surgeon must expect in such to find occasionally
that the condi-tions preclude its completion. Lastly, in a
small minority, seen late, or in which the symptoms have
from the first been extremely severe, it is probably wisest to

1 I do not know that we shall gain much by citing the opinions of authors
for or against this operation. Amongst many who dissuade us from it are, Dr.
Brinton, Mr. Holmes, and Mr. Pollock. On the other side, MM. Rilliet and
Barthez, who base their opinion on post-mortem examinations, in which they
found reduction very easy, state that "after employing medical treatment
during three or four days, and after having made several attempts at inflation,
we should not hesitate to perform gastrotomy." Drs. Meigs and Pepper, who
quote the above passage, appear to be quite favorably disposed to the operation,
and Dr. West's conclusion is to the same effect. Dr. Hilton Fagge, after
a careful summing-up of evidence, is a decided advocate of the operation, but
suggests it would be well tor the strgeon to wait until a case comes before
him whioh is known hiot to be already of long standing.
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decline an operation and to trust to the chance of gan-
grene.

The following coticlusions are appended by way of sum-
mary of the facts and statements contained in my paper.

Conclusions.

1. That it is by no means very uncommon for intussuscep-
tion to begini at the ilio-ctecal valve, and to progress to such
a length that the invaginated part is within reach from the
anal orifice or even extruded.

2. That it is of great importance in all cases of suspected
intussusception to examine carefully by the anus.

3. That in almost all cAses of intussusception in children,
and probably most in adults, the diagnosis may be made
certain by handling the invaginated part through the abdo-
minal wall.

4. That the prognosis of cases of intussusception varies
muth; first in ratio with the age of the patient; and, secondly,
with the tightness of the cotstriction.

5. That in a large proportion of the cases in which children
under one year are the patients, death must be expected
within from onle to six days from the commencement.

6. That in the fatal eases death is usuially caused by shock
or by collapst from irritation and not by peritonitis.

7. That in many oases it is easy, by estimating the severity
of the symptoms (vomiting, constipation, &c.), to form an
opinion as to whether the intestine is strangulated or simply
irreducible.

8. That in cases of strangulated intussusception, whilst
there is great risk of speedy death, there is also some hope
that gangrene may be ptoduced and spontaneous cure
result.

9. That in cases in which the intoissu'scepted part is incar-
cerated and not strangulated, there is very little hope of the
occurrence of gangrent, and it is probable that the patient
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will die, after some weeks or months, worn out by irritation
and pain.

10. That the chances of successful treatment, whether by
the use of bougies or by the injection of air or water, are
exceedingly small, excepting in quite recent cases, and that if
the surgeon does not succeed by them promptly it is not
likely that he will succeed at all.

11. That the cases best suited for operation are those
which have persisted for some considerable time, and in which
the intestine is only incarcerated, and that these cases are also
precisely those least likely to be relieved by any other
method.

12. That in the cases just referred to, after failure by
injections, bougies, &c., an operation is to be strongly recom-
mended.

13. That the records of post-mortems justify the belief
that, in a considerable portion of the cases referred to, the
surgeon will encounter no material difficulty in effecting re-
duction after opening the abdomen.

14. That the circumstances which might cause difficulty
are, first, the tightness of the impaction ofthe parts; secondly,
the existence of adhesions; and thirdly, the presence of gan-
grene.

15. That in selecting cases suitable for operation the sur-
geon should be guided by the severity of the symptoms, in his
estimate of the tightness of the strangulation, and also as to
the probability of gangrene having already set in.

16. That in cases in which the patient's symptoms are
very severe, or the stage greatly advanced, it may be wiser to
decline the operation and trust to the use of opiates.

17. That the operation is best performed by an incision in
the median line below the umbilicus.

18. That in cases of intussusception in young infants
(under one year of age) the prognosis is very desperate,
scarcely any recovering excepting the few in whom injection
treatment is immediately successful, whilst a large majority
die very quickly.

19. That the fact just referred to may be held to justify,

48



FOR INTUSSUSCEPTION.

in the case of young infants, very early resort to the opera-
tion.

20. That it is very desirable that all who in the future have
the opportunity for post-mortem examination of intussuscep-
tion cases should give special attention to the question as to
whether an operation would have been practicable, and should
record their results.

TABULAR STATEMENT

Of the Results of different Plans of Treatment, ec., in Cases
of Intussusception of or into the Lower Bowel.

THE following table has been compiled for me by Mr.
Waren Tay, and comprises cases more or less closely similar
to the one which is the subject of my paper. We have
selected from various sources the recorded examples of
intussusception of the bowel, in which the intestine passed
low down into the colon. We did not wish to include cases
in which the small intestine alone was involved, since these,
both as regards treatment, symptoms, and probable results,
belong to a different category. It was necessary, therefore,
to adopt some definite line of limitation, and this we have
found in the presence or otherwise of the intussuscepted
part in the rectum. It is believed that no cases are included
in the following list in which the bowel was not either
discovered by the finger or, at any rate, might have been,
had an efficient examination been made. It will be seen that
this discovery of the bowel by the finger is a symptom of the
utmost importance, since it places the diagnosis, both of the
nature of the lesion and the part of bowel involved, beyond
question.
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